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 2008 Elsevier Ltd. All rights reserved.The European Board of Rheumatology–UEMS (Union Europe´enne des Me´decins Spe´cialistes)
Section of Rheumatology developed and in 2008 presented, the European Rheumatology Curriculum
Framework [1]. This is envisaged as a step towards the harmonization of rheumatology specialist
training within the European Union (EU), by providing a reference framework to the development and
benchmarking of national curricula for the specialist training of rheumatologists. It represents a major
revision of the UEMS Rheumatology Specialist Core Curriculum produced in 2003.ang).
d. All rights reserved.
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In Directive 93/16/EEC of April 1993, the EU has speciﬁed that Member States shall ensure that the
training leading to a diploma, certiﬁcate or other evidence of formal qualiﬁcations in specialized
medicine meets a number of minimum quality criteria, including duration, content, setting and quality
control. No guidelines for the speciﬁc content of the training are given. The conditions and regulations
under which medicine and rheumatology are practised are extremely variable between different
countries, and will remain so. Despite the closer relationships and increasing centralized regulations
within the EU, deﬁnition of medical curriculum aims, structure and contents remain under the
exclusive domain of national authorities.
The harmonization of specialist training in the EU is deemed essential to guarantee similar stan-
dards of care and support freedom of movement of medical specialists amongmember countries in the
EU. This requires that both the public and the authorities are reassured that medical specialists coming
from different countries hold similar competencies. Furthermore, international discussions around the
aims and methods of training are an extremely useful means of highlighting deﬁciencies in local
programmes and of fostering the dissemination of good practice. Guidelines on specialist training
provide an important opportunity to increase quality standards on behalf of people with musculo-
skeletal conditions.
The European Board of Rheumatology holds neither the intent nor the authority to impose a deﬁned
curriculum structure, contents or aims to individual countries. The European Rheumatology Curri-
culum Framework aims solely at providing national authorities and professional bodies involved in the
development of curricula for the training of rheumatologists with a comprehensive reference frame-
work of core competencies to be achieved by the end of rheumatology training in the EU. Trainees can
use it as a source of reference and benchmarking, for appreciation of their own training standards and
source of inspiration to promote positive change where appropriate.Development process
The European Board of Rheumatology–UEMS Section of Rheumatology is the representative body of
rheumatologists within UEMS. Members of the European Board of Rheumatology are appointed by the
appropriate professional and scientiﬁc national organizations of the speciality in the EU and European
Free Trade Association (EFTA) countries in accordance with UEMS rules of procedure. Several countries
outside EU and EFTA have associated members and observers in the European Board of Rheumatology.
Each member country has two representatives.
One of the statutory purposes for The European Board of Rheumatology is the formulation of
a common policy in the ﬁeld of training aiming at the highest standards of rheumatology medical care
in Europe.
Appropriate literature and other sources of information were consulted to synthesize the elements
of best educational practice in the scope of this curriculum framework. Based on this work, the Board
selected four major documents as the key sources of guiding principles and concepts:
1. The CanMeds Competency Framework [2].
2. The North American framework [3].
3. The British Specialty Training Curriculum for Rheumatology [4].
4. The Danish Curriculum for Rheumatology [5].
A working group was formed within the European Board of Rheumatology to write a ﬁrst draft
of the Curriculum Framework. This included the active participation of a delegate from the
Permanent Working Group of Junior Physicians of the EU. Expert educational support was provided
by Professor Reg Dennick, Assistant Director of the Medical Education Department of the
University of Nottingham, UK.
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and the national professional bodies. Corrections were made in accordance with the comments. The
ﬁnal version, approved on 31 January 2008, has now received endorsement by professional and
educational authorities from 17 member countries of the UEMS (Fig. 1) as well as from the Permanent
Working Group of European Junior Doctors.
General structure and educational philosophy
Many educational strategies can be adopted successfully for a curriculum in rheumatology. The
strategy choice will largely depend on national traditions and resources. On this basis, the Board
decided not to provide a formally structured curriculum but rather a framework of competencies to be
achieved and assessed. National authorities will have to make a large number of decisions on the
speciﬁcs of curriculum delivery and evaluation, in order to produce a curriculum plan that is clear,
practical, comprehensive and usable by all parts involved.
To promote harmonization and quality, the European Rheumatology Curriculum Framework is
provided with a contextualized review of good practice in curriculum planning and development.
This has been compiled into a resource document addressing the qualities and limitations of different
teaching, learning and assessment methods – the European Board of Rheumatology Educational
Guide [6].
Another document – the UEMS Charter on the Training of Rheumatologists in Europe [7] – describes
the general requirements for institutions, programmes and supervisors dedicated to the training of
rheumatologists in any Member State of the EU. This establishes, among other aspects, the duration of
training, the need for quality control and personal coaching, and well the requirement for recognition
of training institutions and teachers. The role of trainees as the core drivers of their own education is
stressed.Fig. 1. Endorsement of the European Rheumatology Curriculum Framework, as of October 2008. AT, Austria; CR, Croatia; CY, Cyprus;
DE, Germany; DK, Denmark; ES, Spain; FR, France; GR, Greece; HG, Hungary; IT, Italy; NL, Netherlands; PT, Portugal; SE, Sweden; SL,
Slovenia; SR, Slovak Republic; TR, Turkey; UK, United Kingdom.
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nition of objectives in terms of knowledge and skills to a deﬁnition based around competencies.
Competencies are deﬁned as the ability to use knowledge, skills and appropriate attitudes and personal
qualities to solve clinical problems in a professional, ethical and proﬁcient way for optimal patient and
societal outcomes [9,10].
Competency-based curricula have become, to a large extent, the standard in postgraduate educa-
tion. However, it is essential that competencies are not treated in a narrow, behaviouristic way but that
it is recognized that clinical skills are used as complex, holistic approaches embeddedwith professional
values [11]. The curricula from North America [3], the UK [4] and Denmark [5] are also competency-
based curricula.
The Board decided to organize the competencies in agreement with the CanMeds Seven Roles of
Physicians (Box 1), as deﬁned by the CanMeds Framework [2]. This was chosen in recognition of its
ability to encompass the complex and ever-evolving roles the physician is expected to play in present
day medicine. It underlines the need to bring crucial but previously ignored competencies, such as
communication and professionalism, to the forefront of medical training objectives. Such competen-
cies need to be fully recognized as central to the medical profession and can no longer be left to
unchecked individual determination.
Certainly, the role of Medical Expert will continue to deserve a central place in medical education
and training, but also the other six CanMed roles – Communicator, Collaborator, Manager, Health
Advocate, Scholar and Professional – should be clearly represented in educational programmes.
The European Rheumatology Curriculum Framework has a section for each of the seven roles. Each
section starts with a short deﬁnition of the role presented and a more extensive description of its nature
in the perspective of the rheumatologist. This is followed by a list of key elements, which are meant to
raise to consideration the diverse variety of dimensions that may be considered within that speciﬁc
role. Key competencies deemed necessary for accomplishing the role are described at the levels
expected by the end of training and this is followed by a more detailed description of speciﬁc training
requirements within these competencies. Suggestions on appropriate teaching and learning as well as
assessment methods for each of the competencies are presented (Table 1). In-depth description of these
methods can be found in the European Board of Rheumatology Educational Guide [6]. A reference list
for additional details and resources is given for each role. At the end of the framework, a list of
conditions is added to clarify the clinical scope to be addressed by national curricula.
Describing the seven roles from the perspective of the rheumatologist is a never-ending challenge.
In particular, the Board acknowledges the difﬁculties involved in deﬁning the minimum competencies
that a European Rheumatologist shall demonstrate by the end of the specialist training. Although this
may be central for exams and accreditation processes, there is no critic-proof answer to the task of
deﬁning precisely a complex and ﬂexible competence at a given moment within a continuum of
professional development. Common sense and peer discussion will always have a major say in this
area.
The authors believe, however, that the European Framework makes an important contribution in
defending trainees and the curriculum from excessive detail and subspecialization in establishing that,









Structure of the European Rheumatology Curriculum Framework.
Structure of a section Content
Deﬁnition A short deﬁnition of the role
Description The nature of the role in the perspective of the
Rheumatologist
Elements A list of the key elements for the speciﬁc role
Key competencies Competencies deemed necessary for
accomplishing the role by the end of the training
Speciﬁc training requirements A description of training requirements within
the competencies
Teaching and learning Suggestions on appropriate teaching and learning
Assessment methods Assessment methods for each competencies presented
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perspective of the practising rheumatologist in their national setting.The seven roles of the rheumatologist
The medical expert
Deﬁnition
As Medical Experts, rheumatologists integrate all of the roles and competencies listed in the
European Rheumatology Curriculum Framework, applying medical knowledge, clinical skills, and
professional attitudes in their provision of patient-centred care. Medical Expert is the central physician
role in rheumatology practice.
Description
Rheumatologists possess a deﬁned body of knowledge, clinical skills, procedural skills and
professional attitudes, which are directed to effective care of patients with rheumatic conditions.
Their care is characterized by up-to-date, ethical, and resource efﬁcient clinical practice as well as
by effective communication in partnership with patients, other health care providers and the
community. The role of Medical Expert is central to the function of rheumatologists and draws on
the competencies included in the roles of Communicator, Collaborator, Manager, Health Advocate,
Scholar and Professional.
Elements
 Core medical knowledge.
 In-depth knowledge of musculoskeletal problems and conditions.




 Risk-beneﬁt and pharmaco-economic consideration.
 Assessment of the impact of musculoskeletal conditions.
 Application of appropriate management.




 Integration of all competencies to achieve optimal patient care.
 Application of ethical principles for patient care.
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By the end of training, a rheumatologist must be able to:
 Demonstrate diagnostic, management and therapeutic skills for ethical and cost-effective patient
care in the complete array of musculoskeletal and connective tissue problems and conditions.
 Work in a multiprofessional and multidisciplinary team, recognizing the limits of his or her own
expertise.
 Access, appraise and apply information that is relevant to clinical practice.
 Provide efﬁcient support to the development of services related to disease prevention, patient care,
patient and family education, social support, medical education and legal opinions.
With these points, the document aims to stress the importance of competencies of communication
and cooperation, critical appraisal of evidence, cost consideration and advocacy evenwhile considering
solely the medical expert.
Speciﬁc training requirements
Training requirements for this role involve knowledge and clinical skills.
Knowledge. The knowledge basis, deﬁned as ‘operational’, is organized around general knowledge (from
basic statistics to legal regulations), basic sciences, clinical sciences (adult and paediatric conditions) and
therapeutics. Readers interested in thedetails of this sectionare advised to consult theoriginal document.
The Board refrained from being too speciﬁc about the exact content of knowledge in each of the
areas or disciplines. Some documents of a similar nature, like the Core Curriculum Outline for Rheu-
matology Fellowship Programs in the USA [3], adopted a different strategy by listing down the
immunological pathways and interactions that should be considered. The European Board felt that
such a list can never be complete and could not be ﬂexible enough to encompass the healthy cultural
variability throughout Europe.
On the other hand, it was decided to underline the practical focus of the goals, stressing the ability to
critically appraise and use knowledge in the resolution of clinical problems. For example, the need to
master basic statistical and immunological concepts together with the importance of considering cost
is highlighted, but the highest priority is given to reasoning skills and to the holistic approach of
patients and their problems.
The document takes into consideration the variability among nations on who takes responsibility
for paediatric rheumatic patients, suggesting different levels of performance according to the regu-
latory setting and the medical condition considered.
With regard to therapeutics, a comprehensive approach was adopted, which incorporated not only
pharmacological agents abut also surgery, rehabilitation techniques, alternative medicines, multidis-
ciplinary care and consideration of the psychosocial aspects of rheumatic diseases.
Clinical skills and practice. The core clinical skills required from the new rheumatologist include the
ability to collect and interpret relevant information about a person with a musculoskeletal problem
(history, physical examination, laboratory and imaging studies). The rheumatologist should be able to
use this information in the light of medical knowledge to perform differential diagnosis, assess the
patient’s global status, plan further evaluation, and organize and implement a comprehensive
management plan for the patient and assess its effect. This may include children, depending on the
circumstances of practice at a national level. These skills are further deﬁned to considerable detail.
Some technical skills are considered obligatory. These include: (1) aspiration of joints and bursae;
(2) injection of joints and soft tissue; (3) synovial ﬂuid analysis under polarized light; and (4)
interpretation of musculoskeletal imaging, bone scintigraphy and bone densitometry.
With regard to the diversity of rheumatology practice in different European countries, some tech-
nical skills are considered optional and left for decision at a national level. In some countries, for
example, rheumatologists performarthroscopy; in other countries theydonot. Paediatric rheumatology
is a separate speciality in some but not in all European countries. Optional skills include, among others,
biopsies of different tissues and organs, musculoskeletal ultrasound, capillaroscopy and arthroscopy.
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The document provides a list of recommended methods for teaching, learning and assessing
the different competencies within each role. Following the guiding philosophy of the document,
it is understood that the ﬁne decisions regarding each method will be made at a national or
local level. To foster sensible decisions, each of these methods is the object of a short description
and appraisal in a rheumatological perspective, together with extensive referencing in the asso-
ciated Educational Guide. The list pertaining to the Medical Expert role is presented here as an
example.
Knowledge. Methods and resources for acquiring the recommended body of knowledge include, but are
not limited to:
 Independent reading: recommended textbooks, journal articles and internet based research and
study:
 Didactic teaching: conferences, lectures or discussions.
 Clinical laboratory experience.
 Dedicated courses.
 Clinical rounds.
 Involvement in teaching.
 Critical review of literature: journal clubs, etc.
Clinical skills and practice. Active involvement in patient care, in both the outpatient clinic and inpatient
(hospitalized) settings, is the central pillar of skills acquisition. Such experiences must be duly
supervised so that the trainee has abundant opportunity to observe skilled clinician role models,
participate in the management of rheumatologic problems and receive appropriate, constructive
feedback. Situations in which facets of patient care are taught and learned include:
 Didactic teaching: conferences, lectures or discussions.
 Clinical experience in a supervised, mentored clinical setting.
 Interactive case-based discussions.
 Independent reading: recommended textbooks, journal articles and internet-based research and
study.
 Preparation of patient care portfolios.
 Clinical case presentations.
 Web-based case reviews.
Assessment methods
Knowledge
 Faculty performance rating: with regard to medical knowledge.
 Evaluation committee.
 Formal oral or written exam.
 Mentor evaluation of trainee’s clinical performance.Clinical skills and practice
 Regular formative appraisal and feedback.
 Faculty performance rating, with regard to patient care.
 Evaluation committee.
 Chart review: for patient care, drug prescribing, or outcomes.
 Presentations to peers and lay audiences.
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 Formal practical exam.
 Clinical evaluation exercise (mini-CEX).
 Direct observation of practical skills (DOPS).
 Objective structured clinical examination (OSCE).
 360 evaluations.
 Portfolio review.Communicator
The ability to communicate effectively, not only with patients and their families but also with the
general public, the authorities and colleagues, is core to the modern practice of medicine and rheu-
matology. It should, therefore, be formally represented in every training programme through explicit
dedicated aims as well as recommended methods of teaching, learning and assessment.Deﬁnition
As Communicators, rheumatologists effectively facilitate the doctor–patient relationship and the
dynamic exchanges that occur throughout the course andmedical management of what are frequently
long-term conditions.Description
Rheumatologists enable and nurture patient-centred therapeutic communication through shared
decision-making and effective dynamic interactions with patients, families, caregivers, other profes-
sionals, and important other individuals. The competencies of this role are essential for establishing
rapport and trust, formulating a diagnosis, delivering information, striving for mutual understanding,
and facilitating a shared plan of care. Conﬁdentiality and ethics must be respected.
The application of these communication competencies and the nature of the doctor–patient
relationship vary for different cultures, conditions and individual needs for information. The potential
barriers of language and culture need to be recognized.Elements
 Patient-centred approach.
 Empathy, concordance, mutual understanding.
 Relational competence in interactions.
 Effective listening.
 Use of expert verbal and non-verbal communication.
 Respect for diversity.
 Interactive process.
 Eliciting and synthesizing information for patient care.
 Attention to the psychosocial aspects of illness.
 Conveying effective oral and written information for patient care.
 Shared decision making.
 Rapport, trust and ethics in the doctor–patient relationship.
 Constructive relationships with patients, families and caregivers.
 Capacity for compassion, trustworthiness, integrity.
 Flexibility in application of skills.
 Efﬁciency, accuracy.
 Breaking bad news.
 Addressing end-of-life issues.
 Disclosure of error or adverse event.
 Informed consent.
 Capacity assessment.
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 Public and media communication, where appropriate.Key competencies
By the end of training, a rheumatologist must be able to:
 Develop a good interactionwith empathy, trust and ethical therapeutic relationships with patients,
carers and families.
 Accurately elicit, select, document and synthesize relevant information and perspectives of
patients and families, colleagues and other professionals.
 Adequately and understandably convey relevant information and explanations to patients and
families, colleagues and other professionals.
 Propose and negotiate a common understanding on issues, problems and plans with patients and
families, colleagues and other professionals to develop a shared plan of care.
 Convey accurate and effective oral and written information about a medical problem.
Speciﬁc training requirements
To acquire and demonstrate the competencies above, the trainee must exhibit, at the completion of
training the following speciﬁc knowledge, skills and attitudes.
1. Develop a good interactionwith empathy, trust and ethical therapeutic relationships with patients,
carers and families:
1.1. Be a good communicator: rheumatologists must recognize that this is a core clinical skill for their
practice and strive to master it. They should demonstrate an understanding that effective physi-
cian–patient communication can foster patient satisfaction, physician satisfaction, adherence and
improved clinical outcomes.
1.2. Establish positive therapeutic relationships with patients and their families that are characterized
by mutual understanding, trust, respect, honesty and empathy.
1.3. Respect patient conﬁdentiality, privacy and autonomy.
1.4. Have good consultation skills and be able effectively to facilitate a structured clinical encounter by
listening effectively, and being aware and responsive to non-verbal cues.
2. Accurately elicit, select, document and synthesize relevant information and perspectives of
patients and families, colleagues and other professionals:
2.1. Gather information about the clinical condition, but also about a patient’s beliefs, concerns,
expectations and illness experience.
2.2. Select, appraise and document relevant information accurately and in away that can communicate
the information reliably to others.
2.3. Seek out and synthesize relevant information from other sources, such as a patient’s family,
caregivers and other professionals.
3. Adequately and understandably convey relevant information and explanations to patients and
families, colleagues and other professionals:
3.1. Deliver information to a patient and family, colleagues and other professionals in a humane
manner, recognizing their needs and in such away that it is understandable, encourages discussion
and participation in decision-making and concordance with a plan for management.
4. Propose and negotiate a common understanding on issues, problems and plans with patients and
families, colleagues and other professionals to develop a shared plan of care:
4.1. Effectively identify and explore problems to be addressed from a patient encounter, including the
patient’s context, responses, concerns, and preferences.
4.2. Respect diversity and difference, including, but not limited to, the impact of gender, culture and
religious beliefs on decision-making.
4.3. Encourage discussion, questions, and interaction in any encounters.
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a plan of care.
4.5. Effectively address challenging issues related to communicating with and supporting people with
long term musculoskeletal conditions.
4.6. Effectively address challenging communication issues, such as obtaining informed consent,
delivering bad news, and addressing anger, confusion and misunderstanding.
5. Convey accurate and effective oral and written information about a medical problem:
5.1. Maintain clear, accurate and appropriate records (e.g. written or electronic) of clinical encounters
and plans.
5.2. Effectively present verbal reports of clinical encounters and plans.
5.3. Prepare reports for employers and agencies.
5.4. Understand the critical issues involved in presentingmedical information to the public, to insurers
or to the media about a medical issue.
Teaching and learning methods
Methods and resources that can contribute to the acquisition of these competencies include, but are
not limited to:
 Experiential learning/tutorial learning: working with professionals who are examples of good
practice and actively adopt a tutorial role towards the trainee in these domains is probably the
most efﬁcient way of promoting these competencies.
 Group case-based discussions.
 Role playing.
 Consultation under supervision/video followed by appraisal.
 Working with patient organizations and public groups.
 Patient partners.Assessment methods
 Regular formative appraisal and feedback.
 Assessment of videotaped encounters.
 360 assessment.
 Clinical records review.
 Clinical reports review.
We have presented the central role (Medical Expert) and the Communicator role in some detail to
give the reader a good perspective of the content and philosophy of the European Rheumatology
Curriculum Framework. This does not preclude the need to consult the original document and
associated publications for more detailed information.
For the sake of space and readability, the following roles will be presented in a more resumed
format, highlighting only the most signiﬁcant aspects.
Collaborator
Rheumatologists work in partnership with others who are appropriately involved in the care of
individuals or speciﬁc groups of patients. Modern healthcare teams not only include a multidisci-
plinary group of professionals working closely together at one site, such as a ward team, but also
extended teams with a variety of perspectives and skills, in multiple locations. It is therefore
essential that rheumatologists are able to collaborate effectively with patients, families and an
interprofessional team of expert health professionals for the provision of optimal care, education
and scholarship.
Although collaborative attitudes and skills might be thought to develop spontaneously with
training in the usual hospital setting, educational research shows that such competencies can be
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therefore, make sure that trainees and trainers are well aware and practice the key elements of this
role. They include a culture of collaboration and mutual respect but also principles of team dynamics,
multiprofessional healthcare, leadership and negotiation techniques, among others.
Competencies that should have been acquired by the end of training include the ability to:
 Participate effectively and appropriately in a multiprofessional and multidisciplinary healthcare
team.
 Work effectively with other healthcare providers and agencies to negotiate and resolve issues
relevant to patient care.
 Collaborate with organizations for people with musculoskeletal conditions.
Each of these competencies has been dissected into diverse aspects that deserve speciﬁc attention
in a given training programme. Themost important and effectiveway of developing such competencies
consists of experiential learning within rheumatology departments, with professionals who are
examples of good practice in these domains. There is no substitute for this and departments or indi-
viduals who do not qualify as good examples should probably not be accredited for teaching. Formal
training can be provided through group case-based discussions and performance under supervision
followed by appraisal or experiential learning with patient organizations and public groups.
Regular formative appraisal and feedback by competent supervisors is crucial. Trainers should be
aware of these domains and identify problems and propose solutions. Other methods can be employed
for formal assessment.Manager/medical leader
Rheumatologists interact with their work environment as individuals, as members of teams or
groups and as participants in the health system locally, regionally or nationally. They function as
managers of practice activities involving a multidisciplinary team, resources and organizational
tasks (such as care processes) and policies, as well as balancing their personal lives. Thus, rheu-
matologists require the ability to prioritize, to execute tasks collaboratively with colleagues and to
develop the service while at the same time making systematic choices when allocating scarce
healthcare resources.
Most physicians develop competencies in this area under traditional curricula. In most cases, this
will happen later in life, when exposed to they are managing tasks. There is an increasing demand for
the sensible use of such skills and there is little doubt that they will develop in a more sound, efﬁcient
and durable way if trainees and trainers keep them alive in their educational concerns and evaluations
from the early phases of training.
The Board recommends that elements of organization, structure and ﬁnancing of the healthcare
system, career development, quality assurance and audit, leadership and aspects pertaining to
managerial and leadership roles should be present in all programmes. These elements should be
structured around competencies that are deﬁned as clearly as possible in a way that is relevant to the
actual training and practice environment. The recommend competencies are demonstrated by the
ability to:
 Participate successfully in activities that contribute to the effectiveness of their healthcare orga-
nizations and systems.
 Manage their practice and career effectively.
 Understand and critically allocate ﬁnite healthcare resources appropriately in the interest of
patients and the community.
 Serve in administration and leadership roles.
It is recognized that these competencies cannot be fully trained and acquired during specialist
training, but will rather be develop and matured through continuing professional development.
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they have been acquired at the appropriate level.
Again, the most important means of learning is by experiential learning in departments that can
provide examples of good practice in these domains. Quality audit of training programmes should
make sure that such conditions are present. Regular formative appraisal and feedback is the most
relevant way of assessment but other instruments, such has reﬂective portfolios and 360 evaluations
can also be used for this purpose.Health advocate
As Health Advocates, rheumatologists use their expertise and inﬂuence responsibly to advance the
health and well-being of individual patients, communities and populations, especially with respect to
musculoskeletal and connective-tissue conditions.
Rheumatologists must recognize and embrace their duty to promote the overall health of their
patients and the society they serve. They need to recognize advocacy activities as important for the
individual patient, for populations of patients and for communities. Individual patients need physicians
to assist them in navigating the healthcare system and accessing the appropriate health resources in
a timely manner. Communities and societies need rheumatologists’ special expertise in identifying
health risks and solutions with respect to the musculoskeletal system, as well as their contribution to
wise andequitable allocationof health resources. At this level, health advocacy involves efforts to change
speciﬁc practices or policies on behalf of those served. Health advocacy is appropriately expressed both
by individual and collective actions of physicians in inﬂuencing public health and policy.
There would, we believe, be little argument about the importance of this role or also about the
decisive impact of experiences during training in establishing such crucial aspects of the medical
culture in any given physician.
Training programmes – through regulations, speciﬁc aims and activities and, above all, committed
supervisors – should make sure that every trainee is made aware of issues surrounding advocacy for
individual patients, populations and communities; of the individual and socioeconomic burdens of
musculoskeletal diseases; of the structure and functioning of the health and social security systems;
and of the responsible use of authority and inﬂuence.
The European Framework document recognizes that competencies cannot be fully acquired during
fellowship but recommends that speciﬁc objectives and experiences are planned and appraised for this
purpose in order to structure and foster the further future professional development of each individual.
Recommended learning and assessment methods are similar to those suggested for the Manager role.Scholar
As Scholars, rheumatologists should demonstrate a lifelong pursuit of mastering their domain of
expertise and engage in the creation, dissemination, application and translation of medical knowledge
of their ﬁeld. They must recognize and assume their role as formal or informal teachers and educators
(role models). Accordingly, they facilitate the education of their students, patients, colleagues, health
professionals and community.
The training programme can have a decisive impact by rooting these principles and attitudes in the
physician. The Board recommends that, as part of their professional education, at the completion of
training rheumatologists must demonstrate the abilities and attitudes needed to:
 Enhance the quality of their professional performance through ongoing learning and self-
assessment
 Apply the principles of evidence-based medicine in their practice.
 Facilitate the learning of patients, families, students, trainees, relevant health professionals, the
public and others, as appropriate.
 Contribute to the development, dissemination, and translation of new knowledge and practices,
especially in the ﬁeld of rheumatology.
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eration of risks regarding conﬂicts of interest.
To achieve these requirements, the training programme must incorporate opportunities to exert
and discuss key elements of scholarship, such as self-assessment, accountability, critical appraisal of
practice and evidence, communication, evidence-based medicine.
Teachers and programme leaders must be critically aware of the importance of role modelling and
mentoring in the development of such attitudes and values. Practical involvement in teaching, audit
and appraisal, as well dedicated courses on these issues, are also recommended asmethods of learning.
These competencies should be evaluated and accredited if they are to be acquired. Regular
formative appraisal and feedback, together with the use of portfolios and 360 assessments are the
most adequate methods in the ﬁeld.Professional
Rheumatologists, like all physicians, have aunique role asprofessionalswhoare dedicated to thehealth
and caring of others. Theirwork requires themastery of a complex body of knowledge and skill, aswell as
the art of medicine. As such, the Professional role is guided by codes of ethics, a commitment to clinical
competence, the embracing of appropriate attitudes and behaviours, integrity, altruism, personal well-
being and the promotion of the public good within their domain. These commitments form the basis of
a social contract between the physician and society. Society in return, grants physicians the privilege of
profession-led regulationwith the understanding that they are accountable to those served.
In short, as professionals, rheumatologists are committed to the health and well-being of individuals
and society through ethical practice, profession-led regulation and high personal standards of behaviour.
Although these concepts are difﬁcult to capture in short sentences and clear objectives, the Curriculum
Framework recommends that all programmes should have speciﬁc goals, learning opportunities and
evaluations on professionalism. They might need cultural adaptation from those stated in the document:
 Demonstrate a commitment to their patients, profession, and society through ethical practice.
 Demonstrate a commitment to their patients, profession and society through participation in
profession-led regulation.
 Demonstrate a commitment to physician health and sustainable practice.
It is recognized that these competencies will develop and mature through continuing professional
development. Training programmes must, however, establish the appropriate standards and reinforce
the attitudes that will lead to lifelong commitment to the principles.
Experiential learning in rheumatology departments that are examples of goodpractice in these domains
is the most efﬁcient way of promoting these competencies. Sensible and dedicated mentoring is essential.
Demonstration of excellence on this domain must be key to the department’s accreditation for teaching.
The acquisition and sedimentation of professionalism can be further facilitated by faculty discus-
sions on issues and exemplary cases, and can be combined with dedicated lectures and courses, among
other methods.
Assessment can be based on a combination of portfolio review, appraisals and ratings of perfor-
mance by peers, associated workers and patient surveys.
How to use the framework
The European Rheumatology Curriculum Framework is not a ﬁnalized curriculum but merely
a guide. It aims to provide national authorities with inspiration and benchmarking, although different
educational strategies can and will be adopted depending on traditions, rules and resources.
Transforming the Framework into a formal, competency-based curriculum involves decisions on the
optional skills and competencies, deciding on adaptations to national needs and describing how
the training programme works to develop and assess the elected competencies. It should specify how
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used to evaluate the development of competencies.
Even when a country has fully adopted the European Rheumatology Curriculum Framework, many
decisions are needed to develop a national curriculum:
 Needs analyses.
 Curriculum structure, philosophy and values.
 Aims, outcome and competencies.
 Content.
 Learning systems and environments.
 Learner support and development.
 Assessment.
 Staff support and development.
 Management, evaluation and quality assurance.
 Methods of implementation.
Several resource documents can be added to the European Curriculum Framework to help develop
national curricula. The European Board of Rheumatology Educational Guide[6] describes the basic
principles of curriculum planning and management, teaching and learning methods and assessing
methods, taking into account the speciﬁcities of rheumatology.
The American Core Curriculum Outline (March 2006) [3] is also a framework. It offers excellent
examples of organization and nomenclature for a competency-based curriculum, as well as an
important series of practical examples for speciﬁc clinical attachments.
The British (May 2007) [4] and the Danish (August 2007) [5] curricula are excellent examples of
competency-based curricula and also offer good examples of curriculum maps, aligning objectives,
with methods for learning and assessment.
Finally, the UEMS Charter on the Training of Medical Specialist in Europe [7], written in cooperation
with the European Commission, outlines the general requirements and guidelines for adequate
training. A section speciﬁcally devoted to each individual speciality designed by the respective sections
completes the document. The UEMS Charter on Training of Rheumatologists [7] is produced by the
European Board of Rheumatology. It speciﬁes the requirements for adequate training to prepare
specialists for practice in the speciality of rheumatology at an appropriate level in any Member State of
the EU. This document was revised and approved in December 2006.Implementation
To implement the European Curriculum Framework, it needs to be recognized and adopted at
a national level. At present, the Curriculum is being circulated within national authorities and
professional bodies in Europe for endorsement. This endorsement will mean that the organization:
‘recognizes the value of the European curriculum framework as valuable guidance providing
a framework toward harmonization of training and professional competence of rheumatologists
within Europe and its individual countries. That they will use the document as inspiration in the design
and delivery of national curricula and programmes related to the training of rheumatologist’. By
October 2008, the most representative scientiﬁc and professional organizations from 17 European
countries have signed the endorsement document.
The Curriculum Framework was presented at the EULAR Congress 2008 and members of the
European Board of Rheumatology are encouraged to present it in national journals of rheumatology.Summary
This chapter presents the new European Rheumatology Curriculum Framework, which has been
produced by the European Board of Rheumatology. The Curriculum Framework has adopted the
CanMeds [2] roles of Medical Expert, Communicator, Collaborator, Manager, Health Advocate, Scholar
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rheumatologists are expected to have archived by the end of their specialist training.
In a competency-based curriculum framework devoted to rheumatology, each of the seven roles is
brieﬂy deﬁned, the nature of the role is described, competencies deemed to be key for the role are
listed, speciﬁc training requirements are described and teaching, learning and assessments methods
are suggested. This is meant as inspiration for the development of national curricula in rheumatology,
because ﬁnal decisions on the exact content and strategy of speciﬁc training programmes remain at
a national level and will depend on local rules, traditions and resources.
The curriculum framework is supplemented with an Educational Guide, which is designed to help
policy makers and teachers to better structure their curriculum development plans and to select
among the numerous methods of teaching and assessment. These decisions can be assisted by the
European Rheumatology Curriculum Framework and the European Board of Rheumatology Educa-
tional Guide to ensure a harmonization of rheumatologists training in Europe.References
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